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CLINICAL CONGRESS
The Fifth Clinical Congress of the Connecticut State Medical
Society was held in New Haven, September I7, I8, and I9, I929.
Abstracts of the papers there presented follow:
THE MANAGEMENT OF GASTRIC AND DUODENAL ULCER:
MEDICAL AND SURGICAL
FRANK H. LAHEY, M. D.,
Director of Surgery, Lahey Clinic, Boston.
The cause of gastric and duodenal ulcer is unknown. In the
majority of instances there is an associated hyperacidity and certain
other general factors are usually present. In the past a difference
of symptomatology in the two types has been postulated. It is better
to assume that the symptomatolQgy is similar.
The important factors in diagnosis are the history of the pain and
the X-ray findings. Usually, in the same individual, the time
period of the pain is the same every day. Late pain relieved by
food is a reliable symptom. The periodicity is important in differ-
entiating from carcinoma. X-ray examination may be misleading
and should not be overvalued. Extra-gastric lesions may simulate
the X-ray,picture of ulcer. Fluoroscopy is of greater value than are
cold plates; it shows the altered pyloric physiology which is as-
sociated with all ulcer lesions.
The evidence indicates that the symptoms of ulcer are probably
due to altered pyloric physiology. Vomiting or the administration
of alkali removes the hyperacidity, and the effect of pylorospasm
ceases. Operative procedures effect cures either by providing a
passageway which prevents the accumulation of acid in the stomach
or by the removal of the pylorus itself, along with the lesion, thus
overcoming the effect of pyloric spasm.
In our attitude on the handling of ulcer cases we must cease
membership in either medical or surgical camps. The mortality of
the radical operations is high and there is recurrence in the form of
gastrojejunal ulcer in about 8 per cent of cases after gastroenter-
ostoniy. On the other hand, we must admit that even under the
best medical management many patients must come to surgery.YALE JOURNAL OF BIOLOGY AND MEDICINE
All patients, excepting those with perforation (which is an in-
dication for immediate operation), should go through a period of
medical regime before being considered as candidates for surgery.
This regime must be much more carefully and accurately deter-
mined than it has been in the past. Hemorrhage and suspected
malignancy are not indications for immediate surgery. No patient
with hemorrhage should be operated upon without having had a
period of medical treatment. Before operation for malignancy the
diagnosis must be definite and the surgeon prepared to do a resection.
Questionable cases should be hospitalized for trial on medical treat-
ment to determine the effect on the X-ray shadow. Pyloric ob-
struction with active ulcer symptoms may open under rest, diet and
neutralization, and does not necessarily require surgery. After
medical management fails to free patients from pain, hemorrhage
and hyperacidity, they become candidates for surgery. Following
operation the patient should again be placed under medical regime.
A discussion of various operative procedures and the surgical
problems presented by different situations was illustrated by lantern
slides.
GASTRO-INTESTINAL NEUROSES
ARTHUR L. HOLLAND, -M. D.,
Assitmant Professor of Clinical Medicine, Cornell University Medical College,
New York City.
Classification of gastric neuroses is difficult. Pure types are
rare. Three broad types may be distinguished: (i) abnormal psy-
chological states in which normal happenings are misinterpreted by
the patient (malingering not to be included); (2) cases in which real
symptoms result reflexly as a result of emotional states, without any
organic basis; and (3) reflex or secondary neuroses, in which there is
a primary cause in some abnormality outside of the intestinal tract.
The unusual sensitivity of the gastro-intestinal tract to reflex
stimulation probably results from the peculiar muscular equipment
of the organs involved and from the functional interrelationship
of the central and autonomic nervous systems. When a patient is
worried autonomic activities cease or are diminished. A study of
schizophrenics has shown that the more acute the psychosis the more
marked is the change in gastro-intestinal movements. Emotions
affect the secretions much less than they do the motility, and it is
48through errors in motility that most of the symptoms are made
manifest. The environment of the patient is more important in the
cultivation of neurasthenia than are physical or psychological factors.
Alcohol, tea, coffee, and tobacco seem to act as contributory factors.
The symptoms of gastric neuroses present numerous diagnostic
problems. Anorexia may be the primary mental type or the second-
ary mental type, e. g., following dieting. There may be elective sec-
ondary mental anorexia, with inability to return to certain special
articles of diet. The diagnosis of mental anorexia is made on the
history. Belching is often a neurotic trait, but may result from
gall-bladder disease, ovarian irritation, or some other organic cause.
Nausea is most often due to suddenly lowered gastric tone. Nervous
dyspeptics suffer from distention with distress and belching at any
time. Actual gastric pain is not common in the neuroses. Cardio-
spasm may range in degree from globus hystericus to dysphagia.
Simple cardiospasm must be differentiated from cases of ulcer of the
cardia and lower esophagus. Pylorospasm may be due to irritation,
reflex, or neurosis. We are gradually coming to the view that,
except for the infective ulcerative type, colitis is the expression of a
neurosis, with spasticity as an important causative factor.
Angioneurotic edema is peculiar to neurotic people. tJrticarial
swellings in the gastro-intestinal tract may cause abdominal pain,
mild obstruction, and bloody stools. The condition is diagnosed
by surface edema or urticaria.
In the treatment of gastric neuroses the first aim should be to
relieve the patient of worry over his physical condition. The diet
should be as full as possible, laxative and bulky, with proteins
moderately low, and starch and sweets in moderation. Belladonna
is disappointing; luminal should be used. Laxatives and irrigations
should be avoided except in case of impending impaction.
THE TOXEMIAS OF PREGNANCY, WITH SPECIAL REFERENCE
TO THEIR SEQUELAE
W. W. HERRICK) M. D.,
Professor of Clinical Medicine, College of Physicians and Surgeons,
New York City.
Broadly speaking, toxemia of pregnancy may be defined as
any profound derangement of the organism during pregnancy.
Toxemias of pregnancy are tentatively classified into two groups:
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those occurring early in pregnancy, and those occurring late. The
first group includes cases with pernicious vomiting and cases with
acute yellow atrophy of the liver; those that recover have practically
no end-results. The late toxemias are of three types: acute con-
vulsive toxemia (eclampsia), subacute cardiovascular or hyperten-
sive toxemia, and nephritic toxemia. These cases are interesting
and important because of their sequelae.
The convulsive type of toxemia, seen most commonly in elderly
primiparae and characterized by a preliminary rise in blood-pressure,
water storage, albuminuria, etc., is accompanied bv a fetal death
rate of 50 per cent and a maternal mortality of about I4 per cent.
It has been considered an acute, transitory condition, but a follow-
up study of 44 cases that survived gave evidence of permanent
vascular and renal damage, with a bad effect on subsequent preg-
nancies.
The subacute cardio-vascular type of toxemia is characterized by
a gradual rise of blood-pressure in the latter half of pregnancy, with
sudden onset of albuminuria and headache when the systolic pres-
sure reaches i8o. Cases of this type are examples of latent or
potential cardio-vascular disease, which should be distinguished from
nephritis. An analysis of 175 cases of this type showed that the in-
cidence of cardiac hypertrophy, thickened large arteries, retinal
changes, and fetal mortality was in general porportional to the
height of the blood-pressure. Women do not die with this con-
dition, but a follow-up study showed persistent hypertension in
40 per cent and one or more important cardio-vascular changes in
74 per cent of the cases. Of 52 hypertensive cases studied in sub-
sequent pregnancies, 50, or 96 per cent, had recurrence of the
condition.
In nephritic toxemia the evidence is usually clear-cut, a blood
nitrogen above 40, or marked and prolonged albuminuria, ordinarily
not appearing until late in pregnancy. Cardio-vascular changes
are found in a large percentage of cases. The fetal mortality is
about 50 per cent. Patients with the nephritic type of toxemia bear
subsequent pregnancies poorly; the chronic nephritis is aggravated.
Cardio-vascular disease, the foundation on which toxemias of late
pregnancy are based, is primarily a functional disease, with organic
changes and symptoms appearing only after a period of physiological
derangement. "Toxemia of pregnancy" is not really a toxemia.
soThe essential basis is a loss of functional equilibrium; an in-
ability on the part of the patient to adjust to the complex demands
of pregnancy.
MODERN PHYSICAL THERAPY AND ITS APPLICATION
TO NEURITIS
NORMAN E. TITUS) M. D.,
Associate in Surgery, Columbia University, New York City.
Physical therapy is not a new method of treatment, though it
seems so because it was not until during the war that the subject
was considered on a rational basis. In" former days electricity could
be used to mystify and impress patients. Today people have a
better knowledge of electricity and patients are interested in having
an understanding of their treatment. It is only fair to state frankly
the position of physical therapy in medicine.
Physical therapy may best be defined as "the use of non-
medicinal, remedial agents in an attempt to convert an inadequate
reaction into one that is adequate." With the exception of the use
of ultra-violet light for its specific effects on metabolism and the
use of electricity to destroy and remove tissue, physical therapy is
never a cure. It is a method of producing heat, mechanical motion
or chemical reaction within or upon the body. An understanding
of the scope of these reactions and their contraindications makes
the prescription of physical therapy a simple matter. Physicians
should feel more free to prescribe it as an adjunct to other methods
of treatment.
Heat is most conveniently applied in the form of radiant energy,
either as infra-red or visible light. Diathermy creates heat in the
interior of the body; the heat is caused by the resistence of the
tissues in the path of the electrical current. Heat is also induced
by various methods involving simple conduction. The mechanical
efforts of physical therapy are achieved by massage, hydrotherapy,
sinusoidal current, and frictional or static current, which is the
most useful modality in physical therapy. Ultra-violet light and
the galvanic current are useful for their chemical effects in a small
field of conditions.
Physical therapy has an important application in the treatment
or ordinary sciatica and so-called brachial neuritis. Investigation
has shown that these conditions are ordinarily not due to nerve in-
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flammation but to myositis of the gluteus maximus and pyriformis
or trapezius and infraspinatus muscles. Heat in the form of light
or diathermy, followed by the decongestive action of static current,
can be relied upon to give prompt relief in all cases of the ordinary
type of sciatica and brachial neuritis, as well as in other forms of
myositis.
THE TREATMENT OF CUTANEOUS BURNS
FREDERIC W. BANCROFT, M. D.,
Associate Professor of Clinical Surgery, Columbia University, New York City.
The data and conclusions presented are based on a study of
204 cases, of which I I4 were treated by the tannic acid method and
90 by electric cradle, picric acid, and various other types of local
application. One-third of the patients were in the first decade of
life.
In addition to the three degrees of burns usually described, a
fourth classification is suggested, those in which there is destruction
of the connective tissue below the hair follicles. Pathology in first
degree burns shows little except dilatation of the capillaries with
some fluid exudate into the tissues and occasional red blood cells.
Restoration to normal is rapid and no permanent trace is left. The
pathology in second degree burns is similar, with a delicate pink
epithelium remaining under the blister. A third degree burn shows
much more; a zone of intense inflammation surrounds the necrotic
tissue, which is often white at first then later dries and blackens
and separates as a slough. Deaths from burns are attributed to
shock, if within 48 hours, and to toxemia, if occurring after 48 hours
up to three weeks. Different investigators have concluded that the
toxemia is due to proteose toxins in the blood, to high concentration
of the blood with low chloride content, or to a chloride retention
in the tissues similar to that seen in pneumonia.
First degree burns may be treated in a variety of ways. Wet
dressings of sodium bicarbonate, tannic acid or picric acid are all
efficacious. Ointments may be used. In second degree burns that
are small and obviously superficial the blisters may be punctured
by a sterile needle introduced at the side and a compression bandage
may be applied for three or four days. The tannic acid treatment
has proved to be by far the best method for third degree burns.
After immediate shock treatment, the skin about the burn should
52be washed with soap, water, benzine and alcohol, the epidermis
covering the blisters should be removed and dressings saturated with
a 5 per cent aqueous solution of tannic acid applied. When the
burned area is tanned a mahogony-brown, all dressings are removed.
The burned part is kept uncovered under a tent in which the air
is warmed by electric lights. Toxemia should be combatted by
forcing fluids and by hypodermoclysis of normal or hypertonic
saline. When secondary anemia develops, blood transfusion is of
great value.
Every precaution should be taken to prevent infection under
the membrane. If a patient shows signs of infection (high tem-
perature, tenderness under the membrane and redness about the
periphery) the infection rather than the burn should be treated.
The membrane is excised, under anesthesia, and wet dressings are
applied to the granulating area. Vigorous treatment of the infec-
tion and early grafting hasten recovery and minimize permanent
disability.
THROMBO-ANGIITIS OBLITERANS
GEORGE E. BROWN, M. D.,
Associate Professor of Medicine, Mayo Foundation, Rochester, Minnesota.
Senile forms of gangrene have been known for centuries. In
1879 von Winiwarter described a pre-senile form of gangrene,
which was shown by Buerger's classical contribution (I908) to be
due to an inflammatory lesion of the arteries. Buerger's views on
the pathology of this disease have been confirmed and supplemented
by the recent work of Mahorner.
In Brown's tentative clinical classification (i926), arterial vascu-
lar diseases are divided into functional or vasomotor types and or-
ganic types. Thrombo-angiitis obliterans is classed as one of the
organic types with local distribution.
Thrombo-angiitis obliterans may be differentiated clinically from
arteriosclerosis. In thrombo-angiitis obliterans the usual age in-
cidence is between 25 and 50 years, 99 per cent of the cases are in
males, X-rays are usually negative for calcification of the arteries of
the limbs, edema is frequent, andsuperficial phlebitis is characteristic,
being present in 30 per cent of our cases; the arteries of the hands
are occluded in 30 to 40 per cent of the cases. The age incidence
of arteriosclerosis is from 50 to 85 years, the predominance among
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males is less marked, X-rays are usually positive for calcification of
the vessels of the limbs, edema is infrequent, superficial phlebitis is
absent, and occlusion of the arm vessels is extremely rare.
Three stages in the clinical history of thrombo-angiitis obliterans
are recognized. First, the patient notices that one of his hands or
feet is colder than formerly; second, there is localized muscular
fatigue and claudication in the affected limb; third, there are trophic
changes, continuous pain, and gangrene. If the disease were recog-
nized in the first stage and protective measures were instituted,
gangrene could in most instances be avoided. In 35 to 40 per cent
of our cases the gangrene has been initiated by some ill-advised
measure on the part of the doctor. Palpation of the arteries of
the extremities in all patients with symptoms in the hands and feet
would add materially to early diagnosis.
The evidence indicates that thrombo-angiitis obliterans is a
chronic, low-grade infectious disease, involving chiefly the peripheral
arteries and veins. Starting with a "pre-thrombotic" inflammation
and intimal proliferation, the lesion passes through the stages of
inflammation with thrombosis, recession of inflammation, then or-
ganization, and canalization. Preservation of the limb depends
upon the adequate development of a collateral circulation. The
r8le of tobacco, sex, race, and foci of infection in the etiology of the
disease is questionable. The disease has been found in women, in
persons who never have used tobacco, and in many nationalities and
races. Of the patients coming to the Mayo Clinic with the disease,
50 per cent have been Jewish.
The earlier the diagnosis of thrombo-angiitis obliterans is made,
the brighter is the outlook. The treatment includes protection of
the extremity from exposure and injury, postural exercise, radiant
heat, contrast baths, foreign protein injections for the production
of fever, and, in a carefully selected group of cases, the surgical
removal of the dorsal or lumbar sympathetic ganglia. Increased
knowledge of the disease and early diagnosis, and improved methods
of treatment are rapidly decreasing the percentage of amputations.
EARLY DIAGNOSIS AND TREATMENT OF BRAIN TUMORS
WALTER E. DANDY, M. D..
Associate Professor of Surgery, Jo/ns Hopkins Hospital, Baltimore.
Fifteen or twenty years ago brain tumors were considered rare,
difficult to diagnose, localize, and treat. Now we know that brain
54tumors are among the most common tumors of the body, and there
are few fields in which a more accurate diagnosis and localization
can be made.
The diagnosis of brain tumors is not exceedingly difficult; the
most important factor in the diagnosis is common sense. At a cer-
tain stage in the history of a brain tumor the diagnosis might be said
to rest on suspicion. Once diagnosed, a tumor can be localized.
The early diagnosis of brain tumors is highly important. As
diagnostic methods have improved the operative mortality has fallen
from nearly I00 per cent to a very low figure. Tumors should be
diagnosed before the appearance of the signs on which we formerly
depended for a diagnosis. Today the aim is to detect and remove
tumors before the onset of paralysis, aphasia, loss of vision, or
other permanent damage. The presence of a brain tumor should
be suspected when a patient complains of headache which he has
not had before, gradual impairment of vision, or gradual loss of
hearing without trouble in the ear. Convulsions and slight stag-
gering or loss of motor power are suggestive signs. About half of
the cases of "epilepsy" occuring after the age of twenty-five are
due to brain tumor.
X-rays and the intra-cranial injection of air are special aids to
diagnosis. In about 20 per cent of cases of brain tumor X-rays are
of value. Cerebral pneumography (ventriculography) has made
possible the diagnosis and localizing of tumors which could not be
localized otherwise. There are no tumors that cause increased intra-
cranial pressure that will not change the size, shape, or position of
the shadow of the air.
Special types of brain tumors have distinguishing diagnostic
characteristics. Angle tumors grow slowly, causing gradual im-
pairment of function of both divisions of the eighth nerve. When
large enough they may encroach upon the aqueduct of Sylvius,
causing fulminating intracranial pressure and hydrocephalus. Hy-
pophyseal cysts are characterized by loss of vision in the temporal
fields, and changes in the sella as shown by X-ray. Arterio-venous
aneurysms may exist until the age of forty or fifty without causing
much trouble; usually the only symptom is a focal epilepsy. Dural
endotheliomas also appear relatively late, and if arising from the
falx may cause epilepsy. Angioma is to be suspected in cases of intra-
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cranial hemorrhage before the age of fifty, when no other organic
cause is known.
RADIUM IN THE TREATMENT OF CANCER OF THE UTERUS
WILLIAM P. HEALY, M. D.,
Attending Gynecologist, Memorial Hospital, New York City.
Radiation is no longer on trial in the treatment of uterine
malignancy. It is the treatment of choice in carcinoma of the cervix
and has a definite place in the treatment of all cases of carcinoma
of the corpus. Experience indicates that early recognition of uterine
malignancy is the most important factor in prognosis. The fact
that adjoining structures are involved in two-thirds of the cases
coming to the physician explains the failure of surgical measures.
Four stages of carcinoma of the cervix are seen clinically: early,
borderline, advanced, and very advanced or metastatic. The prog-
nosis with radiation is good in the first stage; cure is still possible
in the borderline cases; there is little chance for cure in the ad-
vanced cases; and treatment of the metastatic types is palliative only.
There are three histological types of carcinoma of the cervix,
classified according to the degree of anaplasia. The two less dif-
ferentiated, more malignant types are relatively sensitive to radia-
tion. They comprise 8o per cent of the total number. In cases
of the highly invasive, anaplastic type the prognosis under surgery is
bad, but good with radiation. Experience has demonstrated that a
study of the histological structure makes possible a fairly accurate
prognosis.
The cervix is well situated for treatment by radiation. A satis-
factory plan of treatment is to "cross-fire" the growth by capsules
placed in the uterus and vagina, following this with a cvcle of
X-ray of the entire pelvis, four exposures being given in ten days.
After a month, implants or seeds may be used, followed by another
cycle of X-ray. The use of implants in the primary treatment is
hazardous; it seems to cause spread to the lymph glands, so should
be reserved until the tumor is devitalized and in a state of re-
gression.
Four grades of neoplasm of the corpus can be differentiated his-
tologically: papilloma malignum, adenoma malignum, adenocar-
cinoma and diffuse or anaplastic carcinoma. The first is curable inIOO per cent of cases by curettage and radium applied in the uterus,
without hysterectomy. Adenoma malignum is curable in almost all
cases by the same treatment plus subsequent application of high
voltage X-ray. If carcinoma complicates the picture, the preliminary
treatment should be followed by complete hysterectomy after eight
weeks. Operation for adenocarcinoma or anaplastic carcinoma should
always be preceded by radiation. Patients with the latter type, treated
by hysterectomy alone, rarely survive five years; if treated by pre-
operative radiation, 50 per cent survive more than five years.
PSYCHIATRY'S PART IN PREVENTIVE MEDICINE
ARTHUR H. RUGGLES, M. D.)
Superintendent of Butler Hospital, Providence.
In the past decade psychiatrv has come to be recognized as an
important specialty in the practice of medicine. Its record of achieve-
ment warrants an evaluation of its part in preventive medicine.
Psychiatry's first important step in preventive medicine was the
recognition of the importance of intensive intravenous therapy
(checked by blood and spinal tests over long periods) in the prophy-
laxis of neurosyphilis. This was the beginning of preventive
measures against general paresis and was probably responsible for the
decrease in cases of general paresis which some hospital statistics in-
dicate.
The experience of the army during the war brought before the
public the prevalence of mental defect and nervous and mental
disease and lent impetus to state efforts for the segregation and care
of the feeble-minded. Knowledge of the true nature of "shell shock"
has made possible the recognition and cure of many minor psychoses,
tending to reduce the number of nervous invalids in the community.
The study of personality types has enabled us to single out potential-
ly psychotic individuals and help them avoid situations in life that
would tend to push them on into frank psychoses. Gratifying re-
sults in college mental hygiene work have demonstrated the possi-
bilities of this sort of preventive treatment.
Many social and educational forces are being utilized by psy-
chiatrists in their campaign of prevention. Through the psychiatric
social worker cases are followed up over long periods of time, diffi-
culties are adjusted and many recurrences of mental illness are fore-
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stalled. Many mental hospitals now have out-patient departments
where large numbers of patients with psychoneuroses and incipient
psychoses are readjusted or stabilized so that they never need hos-
pitalization. Child Guidance Clinics in the large cities constitute one
of the best organized forces in the attack on mental disease. At these
clinics pre-school and school children are examined and treated by
the psychiatrist, the psychologist, and the social worker. The school
psychiatrist is in a strategic position to do preventive work by guiding
children with mal-adjusted personalities. The dissemination of in-
formation by various organizations, by courses given in schools and
colleges, and even by the public press can be considered a definite
factor in the prevention and in early recognition and treatment of
nervous and mental illness.
One of the greatest contributions made by psychiatry to pre-
ventive medicine is the insistence upon an understanding of the
patient as a total human being in whom mental and emotional as
well as organic conditions are to be considered by the physician.
SUPPURATIVE DISEASE OF THE LUNG: BRONCHOSCOPIC AID IN
DIAGNOSIS AND TREATMENT
GABRIEL TUCKER) M. D.,
Associate Professor of Bronchoscopy and Esophagoscopy, University of
Pennsylvania, Philadelphia.
Any patient coughing up pus should be carefully examined to
determine the source of the pus and the character of the lesion pro-
ducing it. Examination of the sputum, Roentgen-ray study, and all
other available diagnostic aids, including a direct examination of the
tracheobronchial tree by bronchoscopy, should be used. The technic
of bronchoscopy has been so perfected that the lesion can be definitely
localized. The examination can be made without anesthesia in
children, and with local anesthesia only in adults, an important fact
since in suppurative disease of the lung general anesthesia is con-
traindicated. Bronchoscopy will permit the collection of secretion
from the lung in children where a specimen of sputum can not be
obtained, and material so obtained is uncontaminated by the organ-
isms found in the mouth.
In order that the tissues of the lung may remain in a healthy
state it is necessary that ventilation and drainage through the
tracheobronchial tree be maintained, and if the lung has becomediseased, these must be re-established to restore its function. In the
treatment of pulmonary disease bronchoscopy aids by permitting
the removal of foreign bodies or obstructing granulations, bv effect-
ing the dilatation of bronchial strictures, and by allowing the aspira-
tion of thick, tenacious obstructing secretions. The mechanisms of
the defensive power of the lung consist of ciliary action and the
expulsive power of cough. Aspiration of obstructing secretions re-
lieves the overloaded cilia, enabling them to regain their function,
and secretion can not be coughed out until the air can get in and be
forced outward carrying the secretion with it. It is thus by the re-
moval of obstruction in the bronchi that bronchoscopy aids in re-
storing the normal defensive mechanism of the lung.
Bronchoscopy was originally used for the removal of foreign
bodies. At the present time, however, while foreign body cases are
more numerous than ever, cases of disease of the lung constitute 98
per cent of those treated by bronchoscopy.
The use of the bronchoscope in a variety of cases was illustrated
by a series of slides. In the case of a patient thought to have a lung
tumor or an unresolved pneumonia, on diagnostic bronchoscopy, a
plug of inspissated secretion was removed from a branch bronchus
thus uncorking a large cavity of bloody pus. Repeated bronchoscopic
aspirations at bi-weekly intervals were carried out; the patient made
a complete recovery, and now at the end of three years the lung is
entirely clear on Roentgen-ray examination. In a child, a congenital
web of the bronchus plus a localized inflammatory process was found
on bronchoscopy to be producing an atelectasis of the lung. The
local bronchoscopic treatment and dilatation of the obstruction re-
sulted in a complete restoration of function of the atelectatic lung.
The best results were obtained in the treatment of bronchiectasis in
children where the diagnosis had been made early in the disease.
Usually the condition had followed the acute infectious diseases of
childhood,-measles, whooping-cough, etc. In cases of neoplasm
of the lung bronchoscopy affords a means of definite diagnosis by
biopsy. As an aid in the roentgenologic study of pulmonary disease
the bronchoscopic insufflation ofbismuth subcarbonate has been found
most efficacious in the pneumonographic study of the tracheobron-
chial tree. In lesions of the periphery of the lung, the bronchoscopic
instillation of lipiodol after the aspiration of obstructing secretions
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clearly outlines bronchiectatic cavities and gives valuable aid in the
diagnosis of lesions beyond the larger bronchi.
The bronchoscope may aid in the diagnosis of tuberculosis by
making it possible to secure a positive specimen of secretion when
sputum examinations are negative. Active hemorrhage is a tem-
porary contraindication to bronchoscopy, as is an active lues or
a pneumothorax.
A motion picture showing the bronchoscopic examination of
patients demonstrated the technic, its rapidity, and its comparative
ease for operator and patient.
DRY LABOR AND ITS TREATMENT
CHARLES C. NORRIS) M. D.,
Professor of Obstetrics and Gynecology, University of Pennsylvania, Philadelphia.
The structure, development, and functions of the fetal mem-
branes, the functions of the amniotic fluid, and the physiology of
normal rupture were reviewed.
Trauma (accidental or intentional), disease or defect of the mem-
branes, too large uterine contents or too strong uterine contractions
may cause premature rupture. Many other causes have been sug-
gested, but in the majority of cases the cause of premature rupture
cannot be determined. Dry labor is generally believed to occur in
about io per cent of cases. In the author's experience the incidence has
been lower, being about 7 per cent for ward patients and 5.3 per cent
for private patients.
The diagnosis of premature rupture at or near term is generally
made easily. A history of escape of the liquor amnii, together with
changes in the size, shape and consistency of the uterus and the onset
of labor is presumptive evidence that premature rupture of the mem-
branes has occurred. Involuntary urination or rupture of the chor-
ionic sac alone may be misleading. In the author's experience sup-
posed premature rupture is more frequent than its actual occurrence.
Premature rupture of the membranes exposes both mother and
child to increased hazards, and the morbidity and mortality of both
are increased. Among the untoward consequences, which may re-
sult, are prolonged and unduly painful labor, uterine atony, com-
pression of the fetus and failure of rotation. The danger of infection
is definitely increased.
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Beyond the ordinary care given all pregnant women little can be
done to prevent premature rupture. After rupture and before labor
sets in the treatment consists of rest in bed and guarding the patient
against infection. If labor has not begun after twenty-four hours,
therapeutic induction is usually indicated. Vaginal examination
should be avoided whenever possible and operative procedures un-
dertaken only in the presence of definite indications. After labor has
begun the physician must be guided by conditions as they arise in the
individual case.
The author presented an analysis of a series of I96 cases of dry
labor; about two-thirds were ward patients and the remainder pri-
vate. They ranged from I7 to 44 years of age, 78 per cent being
between 20 and 35; 31 per cent were primiparae. There were I4
breech presentations and 177 cephalic presentations, of which 32
per cent were posterior positions. Of i8o cases of spontaneous
rupture I7 per cent occurred between the 26th and 35th weeks, while
77 per cent occurred between the 36th and 40th weeks. The causes
of premature rupture were unknown in I75 cases, known or suspected
in 2I. There were complicating conditions (ante partum toxemia,
syphilis, hydramnios, aenemia, etc.) in 30 per cent of the patients.
Many had two or more complications. There were 48 cases of
postpartum maternal morbidity (chiefly genital tract infections), and
no maternal deaths. The infant mortality, including prematures and
stillbirths, was I7 per cent; excluding those dead on admission it
was I3 per cent.
MIGRAINE
FOSTER KENNEDY, M. D.,
Professor of Clinical Medicine, Cornell University Medical School, New York City.
Asthma, migraine and epilepsy have long been loosely grouped
together because of certain common features. All are paroxvsmal
in nature. Migraine and epilepsy may be inherited and are found in
neuropathic individuals. Certain cases of migraine, as well as asthma
and epilepsy, may occur on an emotional basis. On the other hand,
there are asthmas on an emotional basis.
These are many theories regarding etiology. Houston writes
of the "spasmogenic aptitude," which he thinks is a malady peculiar
to occidental races. Hurst pointed out that asthma, epilepsy and
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brain. The theory of vascular spasm has considerable support, but
it has been demonstrated that migraine can occur with dilated cere-
bral vessels. The theory of pituitary abnormality explains some but
not all of the signs and symptoms of migraine. It is here suggested
that migraine is caused by transient local dropsies within the skull,
similar to the patches of edema seen elsewhere in the body in cases
of angioneurotic edema. Patients with localized meningeal dropsies
have presented the same clinical picture as that seen in some mi-
grainous subjects.
Clinically, the ophthalmic type of migraine is characterized by
scotomata, zig-zag flashes and fortification. Palsies of the third and
sixth nerves may occur. The headache, not constantly on the same
side, is of a boring, temporal character and lasts for from one to four
days, terminating with vomiting. The sympathetic disturbances,-
contracted pupils, cold hands and feet, spastic constipation and
diminution of urine, end with diarrhea and polyuria. There are
forms of migraine that are definitely psychotic, with ideas of refer-
ence, retardation and sometimes stupor. It is suggested that mi-
graine may be a storm of the sympathetic nervous system, ac-
companied by meningeal edema and produced in patients with an
inborn vagotonia by substances (e. g., foreign protein) absorbed by
the bowel or from without.
Blood chemistry determinations and examination of stools for
undigested fat and starch may give clues to treatment. Dietary
regime, in the hands of the author, has never cured a case but has
not failed to reduce the attacks to one every three or four months.
With light meals given at hourly intervals throughout the day, the
diet consists of orange juice, sweet milk, acidophilus milk with
crackers and butter, and water. Luminal or pantopon may be neces-
sary. Peptone by mouth, injections of whole gland pituitrin and
sodium bicarbonate may aid.
CARDIAC ARRHYTHMIAS
PAUL D. WHITE, M. D.,
Attending Physician, Massachusetts General Hospital, Boston.
Our knowledge of the cause, mechanism and management of
cardiac arrhythmias has been increased in recent years, largely
through the use of the electrocardiograph. The latter, like the
Roentgen-ray, is only an accessory to the history and physical ex-
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amination, but it may afford considerable reassurance through nega-
tive findings, or by positive findings give information otherwise un-
obtainable.
Sino-auricular tachycardia, resulting from excitement, exercise,
fever, a toxic state, or, very rarely, "voluntary acceleration", pri-
marily due to sympathetic stimulation, is readily proved by the elec-
trocardiograph.
Sino-auricular bradycaraia is less common. It is ascribed to a
vagotonic state and may need electrocardiographic proof for distinc-
tion from heart-block. It occurs in occasional individuals at rest, par-
ticularly following infections.
Sinus arrhythmia occurs as a result of varying vagal action
on the sino-auricular node; it appears at any age, but most common-
ly in young adults. When the sino-auricular node is slowed suffi-
ciently ventricular escape may take place. Sinus arrhythmia may be
found in a normal individual and is especially increased by forced
respiration. There is no need for treatment except when it is marked
and due to an obvious toxic cause; then the offending agent, e. g.,
digitalis, shouldbe withdrawn.
Auricular "paralysis" or standstill, with idioventricular rhythm
may be due to depression of the S-A node by digitalis. It is very
rare.
A-V nodal rhythm is a rare condition unaccompanied by dis-
ability or evidence of heart disease but in which there is inversion
of the P wave which usually follows the QRS in the electrocardio-
gram.
Ventricular premature beats constitute the commonest distur-
bance of rhythm aside from sinus arrhythmia. Little is known of the
mechanism of the condition, but it is of little clinical significance.
Interpolated premature ventricular beats are of no extra significance.
As Mackenzie has pointed out, in minimizing the importance of ex-
trasystoles, where there is cardiac disease there will always be other
signs present. The treatment of premature beats is still unsatis-
factory. Auricular premature beats are not as common as are ven-
tricular premature beats but they are a little more significant.
Paroxysmal auricular tachycardia is distressing but unimportant.
The attacks usually last only a few minutes. Vagal pressure is the
simplest treatment but it is usually unsuccessful. Quinidine sul-
phate (gr. 3.0 to 6.o) taken at the onset of an attack, or before theYALE JOURNAL OF BIOLOGY AND MEDICINE
time for an expected periodic attack, will in some cases avert or
shorten it. Ordinarily, digitalis is contraindicated. Paroxysmal
tachycardia of ventricular origin is usually more serious than is the
auricular type.
Auricular flutter is a rare condition, usually found in the pres-
ence of organic heart disease; it is often obstinate, and hard to treat.
Auricular fibrillation, with absolute arrhythmia, is frequentlv as-
sociated with organic cardiac lesions. It is treated by digitalization,
which in selected cases may be followed by quinidine in large doses
and given under close supervision, to restore normal rhythm.
Heart-block is ordinarily of the auriculo-ventricular type. It
generally requires no special therapy but if there are fainting attacks
(Adams-Stokes syndrome) epinephrin, ephedrin, barium chloride,
or thyroid extract may be given. If due to an infection it may
disappear spontaneously with recovery from the infection.
THE DIVERSE MANIFESTATIONS OF RINGWORM INFECTION
CHARLES M. WILLIAMS, M. D.,
Attending Physician, New York Skin and Cancer Hospital, New York City.
Advances in the knowledge of ringworm have paralleled ad-
vances in other branches of science. With the advent of knowledge of
parasitic infection the causative agent was discovered and its local
and remote effects were recognized. Later an understandiing of
allergic phenomena afforded ain explanation of the generalized effects
of ringworm infection.
The allergic phase of ringworm infection is not commonly ob-
served. When it occurs, it follows some time after the preliminary
sensitization of the skin around the original infection. It is charac-
terized by glandular enlargement, fever, prostration, and generalized
rash, and it usually subsides after a few days.
Ringworm in different parts of the body has various distinguish-
ing characteristics. In the scalp a bald patch with broken-off hairs
makes the diagnosis almost certain. It may be complicated by kerion.
This boggy infiltration of the deeper tissues is non-purulent and
should not be incised. Ringworm of the scalp is treated by epilation.
Ringworm of the body shows typically an active border with a
brownish, scaling center. It responds quickly to the application of
tincture of iodine diluted I :4 with alcohol. The activity in the nor-
mal skin at the periphery is an expression of allergy.
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In ringworm of the beard the upper lip is characteristically
free; infection in that site is rare. The infection is usually deep, with
a good deal of local swelling. Intravenous injection of Lugol's
solution hasgiven good results. Ringworm of the crotch, seen mostly
in males, is found on the thigh (seldom above Poupart's ligament)
and usually on the left side because of the position of the scrotum.
The lesions show activity at the edges and clearing in the center.
The treatment is the application of dilute tincture of iodine. Chry-
sarobin may be used if iodine fails.
Ringworm of the feet causes irregularly scattered vesicles on the
sole, and soft, scaling lesions between the toes. It may extend to
the dorsum of the foot. In most cases it is controlled by iodine,
which may be alternated with Whitfield's ointment. True ring-
worm of the hands involves more than the interdigital spaces. The
skin is shiny, red and hardly moist.
Ringworm of the nails is one of the commonest sources of rein-
fection. Many people whose nails appear normal have this condition
and act as carriers of the infection. The diagnosis is exceedingly
difficult and is not warranted unless confirmed by microscopic exam-
ination. No effective method of treatment has been discovered.
School and college gymnasia and public bath-houses are the
commonest sources of ringworm infection. Prevention of the spread
of the infection depends upon the adoption of hygienic precautions in
these places.
CONTROLABILITY OF SPINAL ANESTHESIA
GEORGE P. PITKIN, M. D.,
Chief Surgeon, Holy Name Hospital, Teaneck, New Jersey.
Most of the failures in the use of spinocain are due to faulty
management and bad technic. Operators frequently complain that
they can not get spinal anesthesia high enough on the abdomen. This
is probably due to faulty injection and insufficient expansion of the
anesthetic, or to placing the patient in the Trendelenburg position
too soon after injection.
Proper technic in performing the spinal tap is essential. A
small-bore, flexible needle with a short bevel should be used, and
special care must be taken to have the needle well sharpened. A large
or dull needle will cause seepage and edema, with post-operativeYALE JOURNAL OF BIOLOGY AND MEDICINE
backache and headache. The same condition will follow oft-repeated
puncture of the dura. "Dry taps" are due to faulty needles or faulty
methods, such as attempting puncture with the patient's spine in a
"corkscrew" position. The needle should not be pushed in too far.
The quantity of spinocain to be used should be in direct ratio to
the estimated time of operation; for low abdominal operations not
lasting over 45 minutes 2 cc. are sufficient, while with longer opera-
tive procedures the quantity must be increased to 3 or even 4 cc.
The site of injection is usually the second or the fourth lumbar
interspace; for high anesthesia the first lumbar or the dorso-lumbar
space is used. Spinocain should never be injected any higher than
this. A local anesthetic injected into the cord substance will cause
convulsions and death. In children the fourth lumbar interspace
should always be the site of injection, because of the lower position
of the conus terminalis.
A common fault in the technic of injection is failure to expand
the spinocain to the proper volume by repeated aspiration of fluid
and re-injection. The patient should be kept as flat as possible
during injection and the anesthesia checked by testing sensation.
Placing the patient in the Trendelenburg position too soon after
injection may result in incomplete anesthesia or in the return of
sensation at the operative wound before the end of the operation.
The blood-pressure may be maintained by the use of ephedrin,
the amount depending on the normal blood-pressure of the patient
and the height of the desired anesthesia. Patients with low blood-
pressure require larger doses of ephedrin, those with high blood-
pressure should have small doses under very close supervision.
It is always desirable to use more ephedrin than might seem
necessary, because if there is a drop in the blood-pressure nausea or
vomiting may be troublesome complications. There is no danger in
usingcomparatively large doses ofephedrin as its toxicity is practical-
ly nil. The only possible objection to the larger doses is a myo-
carditis and when this complication exists some other form of
anesthesia is preferable. In hypertension cases with a pressure of
i6o or over the amount of ephedrin should be reduced approximate-
ly one-third. In extreme cases of 200 or over it is better to eliminate
the use of ephedrin or use it very cautiously. Ephedrin administered
after the anesthetic has been injected will have little or no effect on
the blood-pressure.
66Experiments on animals and man have demonstrated the be-
havior of the light and heavy types of spinocain in the spinal canal.
By varying the amount and type of solution and the site of injection,
the position of the patient, and the degree of expansion, the extent
of anesthesia can be accurately controlled.
PYURIA IN CHILDREN
JOHN D. LYTTLE, M. D.)
Associate in Diseases of Children, College of Physicians and Surgeons,
Columbia University, New York City.
The clinical features of pyuria with acute onset and regular
fever are not different from those in any acute infection in children.
Children with pyuria may have upper respiratory tract infections,
or the physical examination may be negative. Half of the cases of
pyuria in children have no genito-urinary symptoms at all.
Experimental and pathological investigation has indicated that
the infection in acute pyuria is really an interstitial purulent
nephritis, probably hematogenous in origin. No one has demon-
strated inflammation of the pelvis of the kidney in acute cases of
pyuria coming to autopsy. Cases autopsied at Bellevue Hospital
have shown peri-glomerular inflammation but no inflammation in
the pelvis. The conclusion drawn is that acute pyuria, formerly
attributed to pyelitis, is in fact due to purulent nephritis.
Cases of pyuria in children are of three types; the acute, the re-
current, and the persistent or chronic pyuria. The first type may
vary in severity up to diffuse abscess formation. It is not often fatal,
and when the patient recovers there is definite evidence of scarring.
In this type the course of the disease is usually self-limited; if im-
provement takes place it occurs in about a week, regardless of treat-
ment. Surgical removal is not advisable.
Recurrent pyuria is almost always associated with recurrent or
chronic infection elsewhere in the body. It is best controlled by
general treatment and by the removal of foci of infection.
Persistent or chronic pyuria is in most cases due to obstruction in
the urinary tract causing stasis and infection. The degree of kidney
damage depends on the duration and extent of the infection, and may
amount to complete destruction of both kidneys. The obstruction
may be due to various causes, such as phimosis, small or imperforate
meatus, hypertrophy of the veru montanum, contracted vesical out-
67 EVENTS68 YALE JOURNAL OF BIOLOGY AND MEDICINE:
let, ureteral abnormalities, spina bifida, aberrant renal blood vessels,
ectopic kidney, the renal neoplasms, concretions or calculi.
In a case of pyuria the history should be reviewed for evidence
of focal infection, abdominal pain and urinary symptoms. Physical
examination should rule out vaginitis. Not every case requires
cystoscopy. Flat X-rays and cystograms to rule out calculus, kidney
function and blood chemistry determinations, and cultures from both
the urine and the foci of infection should be made before cystoscopy
is resorted to. If an acute pyuria does not subside in three or four
weeks, genito-urinary tract anomaly should be suspected, and a com-
plete urological investigation should be made.The annual meeting of the Eastern Section of the American
Sanitorium Association was held in Sterling Hall of Medicine on
October i i and 12. The papers presented are summarized in the
following abstracts.
SURGICAL TREATMENT OF PULMONARY TUBERCULOSIS
DR. JOHN ALEXANDER,
Assistant Professor of Surgery, University of Michigan.
The usual surgical measures in tuberculosis are phrenic
neurectomy, thoracoplasty, and artificial pneumothorax. In phrenic
neurectomy, about three inches of the phrenic nerve with its acces-
sory branches are resected; in some cases the entire nerve is evulsed,
but a simple crushing of the nerve so that the interruption of con-
tinuity is only temporary is to be preferred.
When the endeavor is made to obtain collapse of the lung in far
advanced unilateral disease, the ordinary type of thoracoplasty, or,
in certain cases, a combination of phrenicotomy and multiple inter-
costal neurectomy may be performed.
A new procedure has developed for use in cases where complete
rest and the collapse of an apical cavity is desired. The pectoralis
major muscle is cut away from its sternal and clavicular origins and
is turned back on the remaining nutrient pedicle. The periosteum of
the first to third ribs is resected and allowed to fall inward so that
periosteum, pleura, and lung collapse away from the costal wall.
The free edge of the muscle is then pulled up over the first rib and
interwoven downward between the ribs and the resected periosteum.
The pectoralis major is sutured to the intercostal muscle at the lower
border of the wound and then reflected upward again behind the
ribs. In this way a double layer of muscle and muscle sheath is in-
terposed between the lung and the bony thorax and thus is produced
a mechanical collapse of the underlying pulmonary tissue. In time,
the periosteum regenerates new bone and an additional "lower level"
bony thorax is developed to make the restriction upon the lung
permanent.
Surgical treatment of empyema should be carried out only in
those cases whose origins are unquestionably pyogenic; thoracotomy
in tuberculous empyema is absolutely contraindicated.
A. J. s.YALE JOURNAL OF BIOLOGY AND MEDICINE
PREGNANCY AND TUBERCULOSIS
DR. HARRY L. BARNES,
Wallum Lake, Rhode Island.
A statistical report of 410 cases of pregnancy occurring in women
infected with tuberculosis was presented. The conclusions drawn
from the paper showed that abortion was rarely beneficial to such
patients, and that it is the hardship of infant care in the home and not
the pregnancy which endangers the life of the tuberculous mother.
A. J. S.
THE PRINCIPLES OF IMMUNOLOGY AS APPLIED TO TUBERCULOSIS
DR. EDWIN R. BALDWIN,
Saranac Lake, N. Y.
A consideration of the principles of immunity as applied to
tuberculosis makes it evident that there is no such thing as a real
immunity. The Jewish race is said to have a certain immunity to
tuberculosis but this "immunity" could best be called a "resistance".
Indeed, this resistance may merely represent a survival of the fittest;
those Jews who were strongest by nature survived in the struggle
to establish themselves at the various points of their concentration.
Thus far nothing representing an immunizing substance has been
discovered in the blood. The tubercle bacillus always exerts an
irritating effect, and resistance to the disease is based on the adapta-
tion of the body to the protein and wax of the bacillus. We know
that where a tubercle exists there is a focus of immunity. Without
these tubercles the body is more susceptible. Allergy and immunity
are inseperable. Even dead bacilli can induce a certain immunity.
Most infections with tuberculosis are of limited extent, and a great
mass of infection, even in cases of continued exposure, is rare, or,
indeed, these cases may represent numerous small infections. The
frequency of doses of infection can explain the difference which is
sometimes found in children in the same family. The defense re-
action of the body may be so great as to be fatal. F. A. W.
CALMETTE'S CLAIMS FOR B. C. G.
DR. STEPHEN J. MAHER,
New Haven, Conn.
The vaccine takes its name from the initials of its discoverers,
Calmette and Guerin, and from its classification as a bacillus. It is
70administered in doses ofabout 0.02 to 0.05 mg. incorporated in a tea-
spoonful of milk to babies of from one to ten days old. The or-
ganism is a certain strain of bovine tubercle bacillus. With regard
to B. C. G. the question is, "Shall we or shall we not administer to
infants this vaccine, with the expectation that such feeding will safe-
guard the infants from infection with tuberculosis?"
Calmette, in conjunction with Weill-Halle, first vaccinated an
infant against the infection on July I, I92I. This child, although
brought up in tuberculous surroundings, has had no sickness of any
kind. This result, and the results of a great number of experiments
upon the lower animals, led them to attempt the vaccination of a
large number of children. In his report to the League of Nations,
Calmette gives an account of the successful use of B. C. G. in 3I
countries. In France alone, the infants thus vaccinated had, on
November i, I928, reached the number of i i6,i8o. From the
results thus far obtained Calmette affirms that among babies born of
tuberculous mothers and not separated from them nor vaccinated,
the death rate from tuberculosis was I8 per cent. Among another
group, born under the same conditions and not separated from their
mothers, but receiving vaccine, the tuberculosis death rate was only
2.4 per cent. In the same groups the death rate from all causes for
the non-vaccinated was 24.3 per cent while that for those receiving
vaccine was but IO.4 per cent. The evident correlation between
B. C. G. vaccination and resistance to general diseases, as well as to
tuberculosis, suggests that the vaccine is responsible for these results.
At a conference at the Pasteur Institute the Committee on Hy-
giene of the League of Nations reported unanimously that the ad-
ministration of B. C. G. is harmless under usual conditions.
F. A. W
CONTRAVENTION OF CALMETTE'S CLAIMS
DR. S. A. PETROFF,
Saranac Lake, N. Y.
Upon the basis of extensive studies it would appear that not only
is B. C. G. vaccine ineffective in controlling tuberculosis, but it may
exert a very harmful effect. The virulence of the bacilli of the vac-
cine continues over a very long period, due to the fact that the or-
ganism dissociates into the S and the R types. This dissociation is
automatic and reversible. The S culture is virulent, the R deriva-
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tive is not. Experiments with guinea pigs show that vaccination with
B. C. G. does not give them an immunity. Since the life cycle of the
bacillus is not exactly known we are not justified in assuming non-
virulence of the B. C. G. We do not know how its virulence may
change in later years. Hence, the use of the vaccine is hazardous.
F. A. W.
PERSONAL EXPERIENCES IN THE USE OF B. C. G.
DR. WILLIAM H. PARK AND DR. CAMILLE KERESZTURI,
New York City.
Studies upon a limited number of infants in tuberculous families
in New York City seem to indicate that the administration of the
vaccine is effective in combating the infection. The oral adminis-
tration of the vaccine is unsatisfactory, because the absorption of the
bacilli in the alimentary tract is not uniform. Subcutaneous injections
eliminate this source of error. A slight local reaction results from
such an injection.
F. A. W.
THE USE OF THE FLUOROSCOPE AS AN ADJUNCT TO THE
PHYSICAL EXAMINATION OF THE CHEST
DR. HAYNES H. FELLOWS AND DR. ADA CHREE REID,
New York.
Because of the failure to detect incipient cases of pulmonary
tuberculosis by the ordinary methods of routine physical examina-
tion a more certain method was sought. A roentgenogram of each
subject would be a solution, but a costly one, whereas a fluoroscopic
view of the lungs might either detect or raise suspicions of pulmo-
nary lesions. Unusual pulmonic findings may be checked by stereo-
graphic plates. By this procedure many cases of potentially active
pulmonary tuberculosis have been detected, the subject advised, or
placed under the proper treatment, and unnecessary roentgenograms
are eliminated. The routine use of the fluoroscope is recommended.
Roentgenograms demonstrate cases which show no physical signs,
yet with radiographic illumination give positive evidence of pul-
monic abnormalities.
C. A. B.
72TUBERCULOSIS OF THE ABDOMINAL LYMPH NODES
DR. ETHEL C. DUNHAM,
New Haven, Conn.
As the result of many years of intensive and careful study the
author has brought to light a series of cases of tuberculous mesenter-
ic lymphadenitis in children. In the past three years IoO children, all
of whom had'positive tuberculin reactions, were demonstrated, by
physical examination and roentgenograms, to have calcified ab-
dominal lymph nodes. The symptom-complex which includes vague
pains, constipation, fever, possible loss of weight, and occasionally
palpable masses, is added to the list of differential diagnoses of
the abdomen. This lesion has in the past not been considered a
definite disease entity, but with the present methods for recognition
and evaluation the seriousness of the abdominal infection can not
be disregarded. The proper treatment and care is just as im-
portant in these cases as in the pulmonary manifestation of tubercular
infection. Another aspect emphasized by the author was the in-
cidence of cases in which calcified abdominal nodes have been found
in a routine abdominal roentgenographic examination of children
brought to the clinics for various reasons; I28 from a series of
1,152 showed calcific deposits in the mesenteric nodes.
C. A. B.
The June meeting of the New Haven Medical Association was
devoted to a "Symposium upon the Revaluation of Tonsillectomy in
the Treatment of Systemic Disease."
The general removal of tonsils without actual indication for the
operation is unwise. Four indications for the removal of tonsils are
of major importance; when they are mechanically obstructive to
breathing, when they are actually diseased, when there is involve-
ment of the cervical chain of lymphatics, or when there is indication
that there is absorption of toxic material from them. When other
methods of treating systemic disease that may be related to the
tonsils have failed it may be advisable to remove the tonsils as a
last resort. In cases of chronic progressive deafness and naso-
pharyngeal disease it has been found that there is often distinct
improvement following tonsillectomy. The removal must be thor-
ough; the stumps are often worse than the original organ.
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In children with enlarged and diseased tonsils there is im-
provement of the general health after tonsillectomy, but this change
must not be expected if the home conditions and environment are
not favorable. It is not advisable to remove tonsils in children below
the age of five if it can possibly be avoided.
Acute articular rheumatism is a definite type of condition in
which the removal of tonsils should receive more study. Recur-
rence of the symptoms took place in 47 per cent of one series studied,
and between the ages of two and ten it recurred regardless of the
tonsillectomy. The point was brought out that this disease may not
be a specific infection but an allergic state that responds non-
specifically.
Systemic infection was thought to be due to the buried type of
tonsil, perhaps to a greater degree than to the large, succulent type.
The relation oftonsillectomy to improvement in rheumatic infections
of the heart was questioned; it is probably of greatest value when
done early in the disease.
Emphasis was placed on the fact that there has been little
progress made in the study of the function of the tonsil in the
human body. The belief that they might act as bacterial filters to
absorb small amounts of toxins and thus favor immunity was ex-
pressed. Tonsillar tissue in itself is neither toxic nor malignant.
It should be realized that the pharynx is, itself, largely lymphatic,
and that the importance of the tonsils is stressed while the adenoids
received little attention.
C. H. W.
At a meeting of the New Haven Medical Association on October
2, the following three papers were presented:
SLUDER'S NASAL GANGLION SYNDROME IN RELATION TO THE
PRACTICE OF INTERNAL MEDICINE
DR. HENRY SWAIN
Cocainizing the nasal ganglion located at the posterior end of
the middle turbinate was found to give almost instantaneous relief
from pain in a neurotic type of patient whose complaint had been
pain in the cervical region. Patients with asthma, angina pectoris,
sciatica, or dysmenorrhea can be relieved from pain for varying
periods of time, either by cocainizing the ganglion, by the local use
74of a two per cent solution of silver nitrate, or by the injection of
the ganglion with alcohol. Pain that can not be otherwise relieved
may be reduced by this method. Avenues of approach to the
ganglion were demonstrated. The idea was expressed that through
the medical treatment of this ganglion the sensation of pain was
diminished by a disturbance of the tonus existing in the system of
ganglia intimately related to the nasal ganglion.
E. B. G.
X-RAY TREATMENT OF LYMPH-ADENOPATHIES
DR. CLIFTON SCOTT
By regulating the intensity of irradiation and the period of ex-
posure it is possible to destroy the gland, to stimulate it, or to in-
crease the concentration of leukocytes around it. Four general types
of glandular pathology are encountered: the inflammatory or in-
fectious type; that due to acid-fast organisms, and which responds
well if treated before caseation occurs; infected tonsils which respond
well in selected cases; and neoplastic involvement. In this last
group the metastases may be destroyed if there is good response
to the treatment in the growth itself. Lymphosarcoma or Hodgkin's
disease may falsely be treated as tuberculosis. It should be a routine
procedure to make a roentgenogram of the chest in suspected cases.
The cells of Hodgkin's disease are more resistant than are those of
lymphosarcoma and they respond better to heavy doses of hard
rays. An example was cited in which a suspected lymphosarcoma
was treated by irradiation and appeared to be cured, but a relapse
with a cough and loss of weight soon followed and the patient
died. Whether or not the growth was a primary carcinoma could
not be determined.
E. B. G.
GASTRIC JUICE ANALYSIS FOLLOWING HISTAMINE STIMULATION
AND ITS IMPORTANCE IN THE DIAGNOSIS OF
GASTRIC DISEASES
DR. ROBERT SCHOLL
Histamine, a derivative of protein decomposition, when injected
subcutaneously causes an increase in the secretion of gastric juice.
This is a constant finding in the normal person. The best dose of
histamine is between 0.25 and 0.5 mg. The two theories as to its
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mode of action are that it acts either directly on the membranes of
the stomach or through its effect on the vagus. Overdoses of his-
tamine were warned against. Two conditions-achylia and achlor-
hydria-were discussed. The relation of histamine to common colds,
to skin stimulation, and as a by-product of protein metabolism were
mentioned in the discussion.
C. H. W.
At the meeting of the New Haven Medical Society on October
I6, the following subjects were presented.
Dr. Willard B. Soper described a case of asbestosis which had
been under observation in the William Wirt Winchester Hospital
during the past summer. The disease, which has only recently been
described, occurs among asbestos workers and consists essentially of
a pulmonary lesion of the pneumoconiosis type. Dr. Soper briefly
reviewed the existing literature, exhibited roentgenograms of the
present case and compared them with a series of twelve similar
reports from Massachusetts, and, in conclusion, discussed the clin-
ical aspects of the disease.
The paper of the evening, by Dr. Albert S. Gray, Chairman of
the Division of Industrial Diseases, Connecticut State Department
of Health, presented in detail the industrial and economic aspects of
lead poisoning. In the further development of his subject, Dr.
Gray described the conditions which may be said to constitute ex-
posure, the clinical manifestations of toxicity, the laboratory methods
by means of which the presence of lead in toxic quantities may be
demonstrated, and the accepted methods of therapy. Of the several
methods of laboratory diagnosis, the demonstration of lead in the
urine in excess of 0.04 to o.o8 grams per day is the most indicative.
Chief among the therapeutic agents is a diet high in calcium during
the stage of acute intoxication, followed by a deleading process ac-
complished by means of a low calcium diet and daily administrations
of dilute phosphoric acid.
S. A.
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